AbSTRACT AIM -While gender differences in substance use/problems have been found to be smaller in more gender-equal countries such as Sweden, gender-specific norms still prevail, and women's (mis)use continues to be more condemned than men's. This article analyses and discusses similarities and differences between the sexes in alcohol and drug treatment in terms of men's and women's treatment experiences, consumption/problems, social situation, and life-domain problems. METHOD -1865 respondents were interviewed (structured interview) at the beginning of a new treatment episode in [2000][2001][2002] in Stockholm County (sample representative of those starting a new treatment episode for alcohol or drug problems in Stockholm County). Responses are cross-tabulated by sex and multivariate logistic regression is used to predict whether men or women have more severe problems in various life domains of the Addiction Severity Index (ASI composite scores). RESULTS -bivariate analyses showed that women and men differ significantly in their treatment experiences. Women are more likely to have contact with mental health services, whereas men tend to deal more with the criminal justice system. The sexes do not differ in alcohol and drug problem severity, but women are more likely to have problems with pharmaceuticals. In contrast to the hypothesis, it turned out that men, not women, are more marginalised as concerns housing, income, family situation, lack of friends. Women report more problems related to family, social life and mental/physical health, while men report higher criminality and financial problems. CONCLUSIONS -There are no gender differences among the clients in the treatment system when it comes to substance problem severity but differences occur concerning the clients' social situation and different life-domain problems. As men are more socially exposed a focus on women may obscure problems among men.
Introduction
Women's substance use has traditionally been lower than that of men (bergmark 2004; Plant 1997; Wilsnack & Wilsnack 1995) . in the 1970s, it was acknowledged that men had been both the research objects and researchers. Feminists in particular pointed out that women might differ from men in their substance (ab)use, problems and treatment needs (ahlström & HaavioMannila 1989) . the gender gap is still no- Mäkelä et al. 2006; Plant 1997) . this convergence in consumption (and problems) has followed women's increasing participation in public life, economic/political power, etc. (ahlström & Haavio-Mannila 1989; Plant 1997) . somewhat contrary to the perception that women have been neglected, researchers have identified that women are "not a 'high-risk group' for either heavy drinking or alcohol-related problems" (Plant 1997, 30) .
Given that more men drink and consume larger quantities of alcohol, men as a group are in fact -from a public health perspective -at higher risk (Hensing & spak 2009). still, there seems to be a greater stir around women and substance (mis)use.
an analysis of swedish alcohol policy action plans between 1965 (abrahamson & Heimdahl 2010 reveals that the increase in female drinking was at first viewed as consistent with emancipation, neither particularly desirable nor in need of investigation. the man and his drinking was the norm. in later policy plans, women's drinking is increasingly defined as more complex and problematic than that of men: "although men drink more and face more alcohol-related problems, it is the change in women's drinking that causes concern" (abrahamson & Heimdahl 2010, 76) . Women are portrayed, often with certainty and weak evidence, as having special problems which stem from underlying issues (low self-esteem, depression, physical/sexual abuse, sexuality, relationships, childhood experiences, emotional vulnerability) and as having special treatment needs from those of men (ibid.; see also Plant 1997; schliebner 1994) . Men (mental/physical health, family problems, criminality, work) . the use of cross-sectional data implies that the article informs us about the characteristics of the treated population but it will not tell us whether treatment is more successful in helping women or men.
Use and problems in the general population
General population studies repeatedly show that women abstain more often and drink less (frequency/quantity) than men and that men's drinking causes more problems (bloomfield et al. 2006; 2010) . in europe, and in sweden, men report drinking about twice as much alcohol as women. No sex differences were found for loss of control, chronic health problems or family problems. Women experienced fewer problems with the police and the law than did men. estimates for the swedish population suggest that 10% of men (in 1972 (in , öjesjö & Hagnell 1980 and 3.3% of women (in 1990 (in , spak & Hällström 1995 show lifetime prevalence for alcohol dependence/abuse (see rehm et al. 2005) .
in 2000, 16% of men and 8% of women had ever used an illegal substance, usually cannabis (caN 2007). case-finding studies indicate that about one quarter of "heavy drug addicts" are women (byqvist et al. 1993; olsson et al. 2001) .
comparative research on alcohol use in relation to gender equality concludes that gender differences (% current drinkers/ heavy drinkers, heavy drinking, adverse consequences such as dependency and deaths from cirrhosis) are less pronounced in countries such as sweden with high gender equality and degree of modernisation (bloomfield et al. 2006; kuntsche et al. 2006; Mäkelä et al. 2006; rahav et al. 2006) . to my knowledge, there are no studies on whether or not treated women and men are more alike in more-gender equal countries.
Prevailing gender-specific cultural norms
there are still gender differences that remain largely unexplained (Holmila & raitasalo 2005) . one explanation is that women are controlled through the prevailing gender division of labour and responsibility for family life and reproduction (bogren 2010; snare 1989) . concerns about women's substance abuse do vary by time and location (eriksen 1999), but disorderly behaviour among women is met with greater condemnation than that among men. Female misuse is, at least partially, associated with disgust, nonfemininity, weakness, licentiousness, irresponsibility and stigma. Not only may such norms serve as barriers for women's use of substances, but they may also make misusing women feel guilty, be met with distrust and avoid seeking treatment (edman 2004; eriksen 1999; Holmila 1991; kristiansen 1999; Mphi 1994) . some studies have shown higher levels of feelings of shame and depression among women in treatment for drug problems (o'connor et al. 1994). interestingly, eriksen (1999) Neither are help-seeking (a learned female behaviour), admittance of pain/suffering or depression categorised as masculine (courtenay 2000) . there may therefore be gender-specific barriers to admitting problems and seeking treatment among both women and men.
Treatment of misusing women and men
the claims and awareness that emerged in the 1970s of the (previous) lack of studies on women and treatment issues, that treatment had been designed by and for men, and of misusing women's special treatment needs may have treatment implications (beckman 1976; Plant 1997; schliebner 1994; schmidt & Weisner 1995) . it was assumed that women would try to keep their problems secret for fear condemnation. researchers have, on the other hand, questioned the idea of such hidden alcoholism being more prevalent among women than among men (spak 1996; österling et al. 1993) . in california, female alcoholics were even found to be overrepresented in most treatment facilities (alcohol/drug treatment, mental/primary health, emergency services) when problem prevalence in the population was controlled for. Women were more often treated outside the specialised addition treatment system, particularly in mental health services. Men reported more alcohol-related contacts in the criminal justice system (cJs) (Weisner & schmidt 1993 (Weisner & schmidt , see also toneatto et al. 1992 . in sweden, and in many other countries, women make up about one third of the treated population it has been argued that women become problem drinkers at a later age than men but that their problem progression is faster, also referred to as a telescoping effect (ashley et al. 1997; beckman 1976) . Women have been found to report feelings of guilt about drinking sooner in the process and to seek treatment at younger ages than men (schuckit et al. 1995) . based on analy- 5 to obtain groups of the most severely dependent women and men large enough to be compared. smaller sample sizes affect significance levels, and it is expected that fewer significant differences are found between the sexes when the sample is broken down.
Results
Hypothesis 1, women have more often contact with mental health services while men are more connected to CJS, is addressed in table 1 on referral to treatment, where in the system respondents were recruited/ interviewed, and treatment history (for alcohol/drug problems). a higher percent-age of men (65%) than women (55%) were referred to the study recruitment unit from another service. among the referred, women more often came from the mental health system, especially severely drug-dependent women, while men were more often Table 1 . referral, placement in the treatment system (recruitment unit) and treatment history among women (V) and men (A), by total sample and among those who fulfilled 5+ alcohol and 5+ drug dependence criteria (icD-10), % for categorical variables, m and sd for scores income, family situation and friends.
there is no great age difference between the sexes that could explain other differences in the social situation. the mean age among severely alcohol-dependent respondents was 10 years older than in the drug group (5+ DD group).
this hypothesis is not supported by the data. Women did in fact report a more stable social situation than did men, with one exception: women more often reported living with a misuser. Women reported more responsibilities at home: at least one person depended on them for their livelihood. approximately one third of respondents had children under the age of 18. this percentage was higher in the 5+DD group, which is younger, and especially among men in that group. Higher percentages of women than men reported that they had their own housing, a university degree, had been living with a partner and/or child(ren), and more seldom had addicts in their circle of friends. Men, on the other hand, were more inclined to report that they were alone and had had no stable situation in the last three years; that they were homeless or had their housing arranged by the social services. this pattern is quite consistent also in the 5+aD and DD groups. With regard to occupation and income, women were more likely to report that they were on sick leave and received sick-leave benefit or (early) pension. social allowances and illegal activities were more frequently reported by men as the main source of income especially in the 5+DD group. Family-life problems did not differ by sex when other factors were controlled for.
Hypothesis 5 states that women more often report life-area problems related to
Men reported more problems with criminality and finances. the findings were less clear-cut for work problems.
Discussion
a starting point for these similarities and differences between women and men in swedish addiction treatment was the converging use patterns and smaller sex ratios However, some differences were found.
Men drink heavily slightly more often than women. Drug-using women use more pharmaceuticals while men are more inclined to have problems with amphetamines, which may explain why more men report injection use and use-related financial problems. severely alcohol-dependent women, on the other hand, more often report that their alcohol use had a harmful effect on their family life. this difference implies that gender roles still exist. another aspect is that the financial situation differs between the sexes, which may be why men have more financial problems.
Men more often support themselves by illegal activities or social allowances (main income), whereas women more often have sick-leave benefits which are generally higher than social allowances. one possibility is that the welfare society's way of distributing resources plays a part in this difference by providing women with a more stable financial situation than men.
it was also found that more women than men had problems with both alcohol and drugs. it could be argued that women, or at least one group of treated women, have more severe problems. However, men tended to report more frequently simultaneous use of various narcotic drugs (opiates, amphetamines, cannabis, pharmaceuticals, etc.), which means that both women and men report polydrug use but of various kinds, which may have implications for treatment. still, also severely drug-dependent women used a great many different drugs. this implies that polydrug use is a concern for the treatment system, applying to both treated women and men.
Gender differences were most striking as to problems in various areas of life, that is, problems not necessarily related to alcohol or drug use. to a large extent, the dif- However, the men in the study were more often referred, and one can thus ask if the treatment system appears more continuous for men than for women.
it has been said about misusing women that "when angels fall, they fall disturbingly far" (cf. Mphi 1994) or "when a woman falls, she always falls deeper than a man" (eriksen 1999, 63) . this does not seem to be the case in the swedish sample when looking at the social situation of treated substance misusers. Women tend to live with a misusing partner, and misusing social networks correlate with poorer treatment outcome (Witbrodt & romelsjö, in press ), but men are generally more socially marginalised (living arrangements, housing, income, etc.) and more often alone.
this, too has been found to be a disadvantage in recovery (Åkerlind & Hörnquist 1992) . there may be several explanations for the difference. it may be that women Table 1 : Referral: "People come to treatment for different reasons. For each statement, please tell me how much you agree that it is the reason you came here: 1) agree; 2) somewhat agree; 3) somewhat disagree; 4) disagree. i was referred here or sent here from another unit." if (somewhat) agree, "which unit?" response categories (the same as for treatment history, below): specialised alcohol and drug treatment in the health system (incl. "acute inpatient treatment in emergency department", "detoxification or other inpatient treatment", "outpatient unit", "outreach/mobile team", "methadone maintenance"). Mental health system ("psychiatric inpatient", "outpatient treatment"). General health system ("other inpatient hospital treatment", "general outpatient treatment", e.g. family doctor, etc.). social services system ("intensive 6+h/w outpatient treatment", "less extensive outpatient treatment" by/through the social services, "residential/recovery home", "housing support", "work training"). compulsory treatment, according to special law, residential facilities run by state institutions. criminal justice system, cJs ("outpatient treatment in probation program", e.g. drinking driving program or "treatment in prison"). other (aa, Na, Links and other self-help groups, family care, outreach groups, shelters). Private doctor/psychologist (refers to self-paid treatment by "private medical treatment" or "private psychologist/therapist"). these make up to a total of 20 different treatment types that are summed and reported as mean number of treatment types, lifetime and last year. the total number of days in treatment in the last year is the sum of days in each treatment type (0-20).
Treatment history refers to "all treatment, care or other support you have received in your life and in the past 12 months that had to do with your alcohol or drug use. exclude present treatment (where recruited/interviewed for study)." (treatment types, 0-20, above). Table 2 : Frequency of alcohol use: "in that time (most recent 12 moths), how often do you drink alcoholic beverages?", "at least 12 drinks (144 g ethanol) in total in the course of a day or an evening?" Alcohol and drug dependence criteria refers to icD-10 (Üstün et al. 1997; WHo 1992 and measured by questions from WHo ciDi, World Health organization composite international Diagnostic instrument, cottler et al. 1991; kessler & Üstün 2004; Wittchen et al. 1991) . the criteria include "need/compulsion to take substance", "difficulties controlling consumption", "withdrawal symptoms", "increased tolerance", "growing disinterest in other things as a result of substance use", and "continued consumption despite physical or mental injury". the mean number of criteria is presented as well as proportions fulfilling at least 3 criteria (dependency) . "How many days in the past 30 have you experienced alcohol problems? (0-30)". "How important to you now is getting treatment for your alcohol problems? (0 no need of help, 1 a little need, 2 a moderate need, 3 an evident need, 4 a very strong need). treatment need questions refer to additional help beyond treatment respondent is already receiving.
Drug use: "Which of these kinds of drugs did you use on your own (illegally or without prescription/in larger amounts/for a longer time period than prescribed) in the past 12 months". opiates refers to heroin, methadone, subutex and painkillers including codeine; pharmaceuticals refers to benzodiazepines, sedatives, hypnotics, barbiturates; amphetamines; cannabis refers to marijuana and hashish; and others refer to cocaine including crack, hallucinogens, inhalants and other potential drugs. steroids were excluded. Main drug of choice is based on either "Which kind of drug or medication have you used most often in the past 12 months" or "which of these kinds of drugs or medications is the main reason/main other reason (than alcohol) you are coming to treatment?" depending on skip patterns in the interview. Days experiencing problems and help-needs, here as well as in sections below, as for alcohol above. Table 3 : Housing categories are: own housing (own place to live, owns a house or condominium or leasing, etc., includes living in partner's apartment); subletting (someone else has the original lease/rental, live/stay at parent's/relative's house, family, lodging house or in a housing collective); arranged by the social services (experimental/training apartment, institution/ family care, hotel paid by the social services). Living situation: "What have your usual living arrangements been in the past three years?" (see categories in table 3). Number of close friends: "How many close friends do you have? People you trust and can talk to about most things (ex-clude family, partner, boy or girlfriend)?" Table 4a : Family and social relations: "Have you ever in your life, or in the past 30 days, experienced serious problems getting along with any of the following persons?", "Did any of these people abuse you?" Physical health: "Do you have any chronic medical problems or diseases which continue to interfere with your life? (severe medical problems that require regular treatment, e.g. medications, diet restrictions, inability to participate in normal activities. e.g., high blood pressure, diabetes, epilepsy, physical handicap)", "Have you been treated for medical problems (injury/disease) by a physician during the past 6 months? (include all visits to general practitioners, district doctors, specialists, etc. exclude prescriptions only and visits for alcohol or drug use, e.g. hangover, vomiting, withdrawal)". Mental health: "Have you had a significant period in which you have… experienced serious depression… serious anxiety or tension (min. 2 weeks, do not apply to periods under the direct influence of alcohol/drugs)", "Have you been prescribed medications for any psychological/ emotional problem?", "Have you experienced serious thoughts of suicide", "attempted suicide" (these refer to last 30 days and/or lifetime). Table 4b "still thinking of the last 12 months, would you say that you felt at any time that your alcohol use (/your use of any drug, other than alcohol) had a harmful effect on… your friendship or social life? physical health? home life and marriage/relation to partner? studies or possibilities at work or in your occupation? finances?" (yes/no for each of the five, for alcohol and drugs separately. Table 4c : addiction severity index, asi (McLellan et al. 1992) , composite scores have been calculated as suggested in appendix 10 of andréasson et al. (2003) referring to an unpublished report by McGahan et al. (1986) . in general, wordings and instructions for conducting asi interviews in andréasson et al. (2003) were applied. the scores range from 0 (no problems) to 1 (most severe).
